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In 2004, Borkan advocated for qualitative and mixed 
methods as important research strategies to address 
key challenges facing family medicine as a scientific 

discipline.1 These study designs help researchers cap-
ture the complexity inherent to the practice of family 
medicine with clarity and rigor. More recently, experts 
advocated for the use of qualitative and mixed methods 
to untangle the causal pathways in health disparities 
research.2 Qualitative data can corroborate and expand 
on quantitative research results, but only if data col-
lection is carefully designed to capture the complex-
ity. One design strategy is to develop a vision of how 
quantitative and qualitative results would ideally be 
jointly displayed and then work backward to design 
data collection strategies to get there.3

In this issue, a mixed methods analysis led by Sol-
berg et al4 sought to unpack in a sequential design how 
leaders at high- and low-performing clinics in Minne-
sota thought they were managing diabetes. Their data 
displays stratified high and low clinics by quantitative 
performance metrics (Solberg, Table 1) and by qualita-
tive code and comment frequency (Solberg, Table 2). 
They adjusted for socioeconomic status before stratify-
ing clinic performance to select their interview targets 
from among clinical leaders. That adjusted sample 
frame meant authors could be confident when the 
qualitative analysis detected no relationship between 
clinic performance and patient mix. Initially, all the 
care strategies reported in interviews seemed to hang 
together, however, although the number of comment/
clinic reflecting proactive approaches did not differ, 
as quotes show, the content was dramatically different 
by clinic performance. These differences led authors 

to distinguish between a traditional visit-based model 
“with individual patient responsibility for attendance 
and adherence” and a proactive model where the clinic 
teams used panel reports to drive systematic outreach 
(mail, e-mail, telephone) while also taking “advantage 
of visits for any reason to reinforce those sugges-
tions….” The paper’s analytic meta-framework shows 
no single step from one-on-one doctor-patient relation-
ship but more of an evolution that leveraged “reminder 
systems, checklists, data audit and feedback, and 
patient education” to drive proactive clinic behaviors. 
John Frey has warned that continuity cannot simply 
be systems managing the disease without the patient.5 
These multisite data help us see a way forward for care 
monitoring systems to empower the broader clinic 
team and reinvigorate patient engagement.

Wolk et al6 describes a staged implementation of 
the Collaborative Care Model (CoCM) to integrate 
mental health treatments in primary care, following the 
RE-AIM framework (ie, reach, effectiveness, adoption, 
implementation, and maintenance). The first year saw 
over 6,000 patients referred, nearly 7% of empaneled 
patients! Penn Integrated Care featured a centralized 
mental health resource center for intake, triage, and 
referral if indicated. Authors noted, “effectiveness often 
declines when programs move from efficacy trials to 
real world implementation” but in this study, length and 
frequency of treatment suggest high fidelity for CoCM 
services; rates of enrollment, symptom reduction, and 
remission are consistent with results from randomized 
controlled trials. From a service perspective, the multi-
level triage met patient demand while allowing mental 
health clinicians to focus on treatment delivery.

Mixed-method results can help bridge the gap for 
decision makers seeking to disseminate programs.7 For-
tin et al8 report on a pragmatic randomized controlled 
trial of an integrated care management pathway to 
change how multimorbidity care is delivered. When 
the regional health authority adapted the intervention 
for regional dissemination, it altered the intervention 
design increasing the pragmatic dimension of the trial. 
At 4 months, the intervention did not improve the 
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primary outcome of self-management, but did improve 
secondary outcomes including physical activity and 
healthy eating. The concurrent triangulation mixed-
method design, with quantitative and qualitative com-
ponents, produced divergent results demonstrating that 
implementation may influence intervention effects on 
patient outcomes. Mixed methods also mean research-
ers have more results from various sources to help elu-
cidate unexpected findings.

Fortunately, primary care scholars are generating 
new family medicine practice-based evidence across 
the implementation and dissemination research con-
tinuum.9 Research on practice change draws explicitly 
on theory and measurement. Implementation science 
uses learning health systems and other real-world 
“collaboratories”10 to “bake-in” external validity from 
the beginning.11 As the theme of “living laboratories” 
at the 2020 PBRN meeting suggested,12 the interface 
of implementation science and health care delivery 
research has continued to draw significant attention 
in primary care. We hope this attention persists and 
encourage it among our readership.

Annals of Family Medicine will champion research meth-
ods that reflect complexity of primary care practice, 
particularly the persistent challenge of adopting and dis-
seminating evidence-based guidelines and interventions. 
Our editorial team invites our readers and authors to 
advance the field by reading and submitting such work.
To read or post commentaries in response to this article, go to 
https://www.Ann Fam Med.org/content/19/2/98/tab-e-letters.
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Thank You, Reviewers and E-Letter Contributors!
Ann Fam Med 2021;19:99. https://doi.org/10.1370/afm.2681.

This year we are even more grateful than ever for 
our reviewers (full list of reviewers for 2020). 
The year 2020 tested the limits of all of us, and 

none more so than the frontline medical workers who 
provided care for coronavirus disease 2019 (COVID-
19) patients, risking their own lives and health. Many 
people across primary care whom we invited to review 
manuscripts—often about COVID-19—wrote back that 
they were unable to take on any nonessential task. We 
thank them for their bravery, their skill, their energy.

Those who did review for us stepped up where 
others could not and provided us with the intellectual 
depth, interpretive understanding, and useful criticism 
without which a peer-reviewed publication cannot 
exist. And they did so in large numbers: this year we 

received 443 reviews, a record-breaking year for Annals 
of Family Medicine.

In addition, our Editorial Advisory Board and 
Associate Editors volunteered and reviewed 175 manu-
scripts submitted to our COVID-19 Collection, a 
spur-of-the-moment invention that enabled us to post 
up-to-the-moment preprints in rapid-fire time. For their 
willingness to give their time and expertise to this 
enterprise, we give our heartfelt gratitude.

And, as ever, the Annals is enriched by those who 
contributed e-letters. In 2020, we posted 43 e-letters 
reflecting on a wide range of published articles. Our 
sincere thanks to those who participated in this stimu-
lating dialogue. You can read our most current e-letters 
on our homepage at www.AnnFamMed.org.
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